Objective: To describe the types and delivery of obesity treatment currently favoured by General Practitioners (GPs) working in Scotland. Design: Representative cross-sectional survey using a postal questionnaire which included case stories as stimuli for questions about the GPs' nutrition guidance to overweight female patients. Subjects: A systematic sample of 1400 general practitioners (GPs) from a total of 3593 GPs working in Scotland in 1997. Results: From 1363 eligible GPs, 609 returned the full questionnaire and a further 132 took part in a telephone mini-interview. Net response was 54.4% (741a1363). Almost half of the GPs (45.6%) reported that they had read the recent national clinical guideline for integrating obesity prevention with weight management (SIGN 1996). The majority of GPs (89.6%) agreed that nutrition has an important role to play in the management of disease and 82.4% agreed that they can offer healthy eating advice to patients. However, only 34.8% of GPs believed that they had been successful in treating overweight patients. Routinely used treatments involve either a dietitian, practice nurse andaor a commercial slimming group and realistic weight loss was considered one criteria of successful treatment by some GPs. Age, year quali®ed and location of practice were found to have little in¯uence over variations in GP treatment while weak associations between gender of GP and treatment were found. Conclusions: The readership of the clinical guidelines in Scotland has been moderate so far although a multidisciplinary approach to obesity treatment is recognised. Further investigations of any relationships between nutrition education-obesity treatment are needed. Sponsorship: The Chief Scientist's Of®ce of the Scottish Of®ce.
Introduction
Obesity presents a challenge for Health Services and thus for health professionals in primary and secondary care across all Western countries. The prevalence of obesity in the UK, has more than doubled over the last 10 years, with over 50% of the adult population now signi®cantly overweight (Department of Health 1995) . The burden on health services has been estimated at 4 ± 7% of total Health Care budgets, based on major secondary diseases, although it is likely to be in excess of this bearing in mind the large number of other secondary conditions which cannot be satisfactorily costed. Given the scale of the problem, it has been suggested that primary rather than secondary care is the appropriate setting for effective weight management (SIGN, 1996) . Models of good practice for effectively preventing and managing obesity in Primary Care have not yet been established. How successful do general practitioners feel in treating the overweight? What do general practitioners do when presented with an overweight patient in their surgery? What steps do they take in managing obesity? What do they perceive as success criteria in treatment? The present study examined these questions in GPs working across all areas of Scotland.
Methods
A systematic sample of 1400 general practitioners across all areas of Scotland was drawn from the listing of the Information and Statistics Division, Scotland of 3593 GPs for 1997. Based on the information on the listing, the sample were strati®ed by health board, deprivation score (Carstairs & Morris, 1991) , and seniority of general practitioner. Due to concern about the low response rates of general practitioners to questionnaires in the UK, an initial mailshot of 400 GP's was undertaken in January 1998. One hundred and eighty-®ve GPs replied from a total number of potential respondents of 388 (minus undelivered, dead, left practice, long term sick etc). This gave a return rate of 47.7%. The sampling frame was further cleaned and the questionnaire shortened. In July 1998 a larger mailshot to 1000 GPs across Scotland was carried out. With the modi®cations to the questionnaire and sampling frame, this achieved a response rate of 556 out of a potential respondent base of 975 (57.0%). This paper presents results from the combined data of a total of 741 GPs out of 1363 potential respondents (54.4%).
The Improving the Nutrition and the Care of the Overweight Patient Survey questionnaire was specially developed by the team for this study. It was based on initial qualitative research and validation and included a breadth of topics such as reported weight management programme in response to a case story of a female patient presenting for a routine appointment (not for weight issues) and in response to a case story of a female patients presenting with high blood pressure (having presented before for weight concerns). Opportunities for audit and feedback within the general practice were also asked, and perceived clinical skills in relation to weight management, opinions on professional involvement in patient care, opinions on nutrition and health, availability and value of training in patient care relating to weight management and the GP's personal eating habits and anthropometry. Attitudinal questions were scored on 7 point bipolar Likert scales (agree to disagree). Both waves of data collection employed the same methodology: a questionnaire was mailed, a postcard reminder sent two weeks later, two weeks later a repeat questionnaire was sent. Then for non responders to postal contacts at eight weeks a telephone interview was attempted. The telephone interview contained about one quarter of the questions of the postal questionnaire. Table 1 states the characteristics of the 741 respondents to the survey. Some GPs declined to provide all the personal information requested and this accounts for the total n`741 for some of the variables. The year quali®ed in medicine ranged from 1957 ± 1997 with the average number of years in practice being 20 y. List sizes of practice ranged from 160 ± 24 000 with an average of 6911.
Results

Participants
Response
From 1363 eligible GPs, 609 returned the full questionnaire and a further 132 took part in a telephone mini-interview. Net response was 54.4% (741a1363).
The GPs were well representative of the population of GPs in Scotland by sex and by practice size in Scotland. Although the sample showed some variation of GP response rate by health board area, there was no evident bias in responses. Responses were higher from rural areas than more urban areas as has been observed in previous studies (Hiddink et al, 1995) .
Knowledge of nutrition-related guidelines
Under half of the GPs (45.6%) had read the national clinical guideline,`Obesity in Scotland: Integrating prevention with weight management', circulated to all GPs in 1996 (Scottish Intercollegiate Guidelines Network 1996). This was higher than the proportion of GPs (33.5%) who reported having read the Eating for Health: A Diet Action Plan for Scotland' a document aimed at a wider readership of all key players in the food network which was published in the same year (Scottish Of®ce 1996) .
Attitudes to nutrition guidance
The majority of the GPs agreed with the statements`I believe that nutrition has an important role to play in the management of disease' and`If a patient is in need of healthy eating advice I can offer this' (Table 2 ). On the other hand 65% of GPs, do not feel that they themselves currently offer successful treatments for obesity, with less than a quarter of GPs agreeing that patients are willing to make the dietary changes that they recommend medically. Table 3 presents the percentage of GPs agreeing with statements concerning key components of the SIGN guidelines of prevention of obesity, weight loss, weight maintenance and treatment of co-morbid conditions for example hypertension.
Case stories: the initial consultation Two case stories concerning overweight female patients were presented in the questionnaire. Table 4 shows the background information given in the case stories.
For case 1, which could be considered an uncomplicated problem in the absence of secondary disease, most GPs reported that they would offer guidance in healthy eating and exercise in the initial consultation. A smaller proportion would themselves offer a weight reduction plan including a rate of weight loss (56.8%) at this juncture. The set of information that the majority of GPs reported they would record in the consultation with case 1 included current eating and alcohol consumption, current level of physical activity, the patient' motivation for losing weight and expectation of weight loss, height and weight, associated symptoms and quality of life (Table 5) .
Elevated blood pressure, a widely recognised consequence of obesity, was incorporated in case 2. The results suggest that the reported actions during this initial consultation by the GPs, focused more on the secondary disease than on obesity itself. A physical examination was the most frequently reported action taken, followed by an evaluation of psychological problems and a discussion of the family history of obesity. A number of GPs were found to be pro-active in giving structured quantitative nutrition guidance such as prescribing an exercise plan (52.7%), issuing a diet sheet prepared by a dietitian (52.5%), advising a rate of weight loss (45.9%) or setting an ideal weight (27.1%). A small percentage (`6%) reported that they would discuss surgery options and drug therapy at this initial consultation (Table 6 ).
Case stories: professional involvement in treatment Table 7 presents the reported partnerships between GPs, practice nurses, dietitians and commercial slimming groups in response to each case story. A higher proportion of the GPs (n 334, 68.2%) reported that they would be involved in the treatment of case 2, the overweight female patient with blood pressure than in case 1 where no secondary disease was indicated (n 203, 44%). GPs were more likely to report that they would refer case 1 to a commercial slimming group compared to case 2 (case 1 : n 287, 62.2% vs case 2 : n 203, 41.5%). Very few GPs reported that they would manage the cases without multidisciplinary support.
Case stories: criteria of success There was a wide variation in ranking of criteria for the success of medical intervention. Blood pressure reduction in case 2 was ranked as the top criterion for a successful outcome (41% of the GPs), followed by a realistic weight loss (20.9%) and an improved quality of life (12.8%). In case 1, realistic weight loss was reported as the number one outcome for successful treatment by 33.4% of GPs, followed by an improved quality of life (22.2%) and an improved diet (20.8%). 
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Demographic factors
Age, year quali®ed and location of practice were found to have little in¯uence over variations in GP treatment while weak associations between gender of GP and treatment were found. In case 1, compared to their male professional counterparts, female GPs were more likely to record socioeconomic details, history of associated symptoms, previous diets and success, maximum weight loss ever and the longest period of weight maintenance. In case 2, more female GPs reported evaluating psychological problems than the male GPs.
Discussion
It was encouraging to ®nd that many GPs reported a belief that nutrition had an important role to play in the management of disease as this interest in the effect of nutrition on health has been shown to play an important role in the observation of overweight patients and guidance of treatment (Hiddink et al, 1997) . Although only one third of the GPs had read the Eating for Health report, which described the Dietary Targets for Scotland for 2005 (Scottish Of®ce 1996) , it cannot be assumed that the GPs did not know them. It has been argued that one-to-one communication with GPs is one of the most in¯uential factors to help patients change their behaviour (Hiddink et al, 1997) and their nutrition guidance could have an enormous impact on the general public as more than 70% of the general public visit their general practitioners each year (Royal College of General Practitioners, 1980) . While less than half the GPs reported having read the SIGN guidelines, the aspirations of the guidelines are evident in their reported multidisciplinary approach to the two cases stories. The SIGN guidelines recommend that weight management should be undertaken primarily by members of the primary health care team (PHCT) on the grounds of accessibility, centrality of obesity to medical patients and its lack of special facilities in hospitals. It is acknowledged that the members of the PHCT may not have suf®cient motivation, time and resources to spend in the management of obesity (Hiddink et al, 1995) . This view is supported by Cade & O'Connell (1991) who found that although 98% of GPs thought it was part of their role to counsel patients with a weight problem most of them found the work dif®cult and unrewarding. One of the reasons why this was the case was that the doctors felt they were not successful in achieving weight loss in their patients (Cade & O'Connell, 1991) . Con®rming these ®ndings, our survey indicates that GPs believe they have little in¯uence on weight management. Further work needs to clarify which treatments are the most successful in general practice.
Very few GPs reported that they would manage either of the case stories without multidisciplinary support, and partnerships between GPs, practice nurses, dietitians and commercial slimming groups were reported by the GPs in response to each case story. One emerging story was that GPs were more personally active in the case of the overweight female patient set in the context of associated symptoms. This is supported by the reported actions of the GPs in the management of the uncomplicated female overweight patient case story. The case included a greater referral to commercial slimming groups. Further investigation in needed into this observation of different treatments by GPs according to the`medicalisation' of obesity which has had an ICD code since 1948 and was recognised as a disease by the World Health Organisation in 1998 (WHO, 1998) .
Commercial slimming groups were noticeably present among the reported professionals involved in treatment of the two case stories. Worldwide evidence suggests that better results are achieved with group approaches than with one-to-one management. But little data from commercial slimming groups has been made available for scienti®c peer review. Thus no measure of ef®cacy of this treatment of obesity or assessment for whom this method is the most effective can be fully made. It also should be recognised that some patients may ®nd these groups threatening (Lean, 1998) .
Only very weak associations between gender of GP and actions in consultation such as evaluation of psychological problems and taking a full account of weight and dieting history in response to the case stories were found (P`0.05). These ®ndings were similar to those of Hùlund et al (1997) who found in a sample of 374 GPs in Denmark that in treating overweight people, female GPs paid more attention to dietary counselling and discussion of psychosocial issues.
In the present analysis, we sought to examine descriptively the steps that GPs would take in treating an overweight patient. The data presented here is based on selfreported management of two case stories that is GP responses to survey questions about what they would do if this patient presented themself. Information collected in this way may not be a true re¯ection of the actual day-today practices of the GPs working in Scotland but it offers insights into individualised management of contextualised cases. This is likely to provide a more focussed picture of GP nutrition guidance of the overweight compared to previous postal surveys which have elicited responses to the treatment of the generic overweight patient (Cade & O'Connell, 1991) .
Conclusions
This study shows that although the readership of the clinical guidelines in Scotland has been moderate so far a multidisciplinary approach to obesity treatment is recognised. Further investigations of relationships between nutrition education and obesity treatment are needed.
